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A (00| Initial Comments A 000
Assisted Living Programs are defined by the fype
of population served. The census numbers were
provided by the Program at the time of the
on-site.

Number of tenants without cognitive impairment:
22

Number of tenants with cognitive impairment: 1
Total census: 23

The following regulatory insufficiency was cited
during the recertification visit conducted to
determine compliance with certification for an
Assisted Living Program.

A 350 - i A 350 . .
481-69.26(1) Service Plans 1.) Service plan updated on resident
69.26(1) A service plan shall be developed for #1. RN_W"IH identify and verify
cach tenant based on the evaluations conducted all service plans are updated
in accordance with subrules 69.22(1) and when changes occur or at least
69.2_2;2) and_ shall b‘;: df;sti}%ngddt_o 'gleelttthe : annually.
specific service needs of the individual tenant. P
The service plan shall subsequently be updated 2.) RN’s will be re?ducated on
at least annually and whenever changes are rcgu.latory requirements of
needed. service plans.

3.) Administrator or Designee will
monitor charts for compliance
This REQUIREMENT is not met as evidenced cvery 90 days.
by: 4.) Plan of correction will be
Based on interview and record review the completed by 10/27/2023.
program failed to update service plans as needs
changed for 1 of 4 tenants reviewed (Tenant #1).
Findings include: 2 Jg o let - @"gz,n
- - - 3
On 8/28/23 review of Tenant #1's record revealed -54.- /2 / j/ 2o
on 8/30/22 Tenant #1 was diagnosed with
cellulitis of the lower extremity. He had an open
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A 350 | Continued From page 1 A 350
wound at the time. On 10/13/22 his wounds to the
lower extremity were noted as healed. Further
review revealed on 8/10/23 Tenant #1 had seen
his doctor for a wound on his left leg. Tenant #1
requested this appointment due to having a
history of cellulitis. The doctor ordered Keflex four
times a day for seven days. His leg was fo be
elevated and dressing changes daily. A wound
nurse was to evaluate the area.
Review of Tenant #1's service plan dated 7/17/23
revealed the plan was not updated to add the
treatments as ordered by the tenant's doctor
concerning hisleg wound/cellulitis.
On 8/28/23 at 5:00 p.m. the Registered Nurse
and the Administrator A confirmed this finding
[
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